Background: Reducing premature mortality is a crucial public health objective. After a long gap in the publication of Belgian mortality statistics, this paper presents the leading causes and the regional disparities in premature mortality in 2008-2009 and the changes since 1993. Methods: All deaths occurring in the periods 1993-1999 and 2003-2009, in people aged 1-74 residing in Belgium were included. The cause of death and population data for Belgium were provided by Statistics Belgium , while data for international comparisons were extracted from the WHO mortality database. Age-adjusted mortality rates and Person Year of Life Lost (PYLL) were calculated. The Rate Ratios were computed for regional and international comparisons, using the region or country with the lowest rate as reference; statistical significance was tested assuming a Poisson distribution of the number of deaths.
Background
Reducing premature deaths is a crucial goal of public health policies [1] ; premature mortality statistics are invaluable indicators to assist important public health functions: the establishment of priorities, the monitoring of temporal trends to evaluate the impact of public health actions and the detection of geographical disparities that can highlight problems in resources allocations or non-medical health determinants [2, 3] .
Traditional age-adjusted mortality rates allow for temporal or geographical comparisons of premature death figures. However, as stated by the US Centre for Diseases Control and Prevention (CDC) [2] , death rates often fail to tell the entire story of premature mortality: since most deaths occur in older age-groups, mortality rates are dominated by the underlying diseases of the elderly. An alternative measure has been proposed [2, 4, 5] , the "Potential Years of Life Lost (PYLL)", an indicator weighting the deaths occurring at younger ages more heavily than those occurring later. It has been largely used as a planning tool since the 1980s.
In Belgium, previous studies analysed the cause-specific (premature) mortality either using rates or PYLL [6] [7] [8] [9] . The latest published studies refer to years up to 1997; afterwards, there has been a long hiatus in the publication of mortality data due to a reorganisation of the responsibilities in processing the death certificates. For more than 12 years, Belgian mortality data were only partially available on the regional levels. Recently, causes of deaths data have been produced again at the national level. Those are currently (December 2013 ) available for nearly all years previous to 2009 (except for [2000] [2001] [2002] . This prompted us to analyse the recent patterns of premature mortality. The current paper presents the 2008-9 premature mortality figures using both death rates and PYLL; the aim is to identify the leading causes of premature death, to look at regional disparities and to monitor the changes since 1993. In addition the overall Belgian premature mortality level is compared to the EU15 countries.
Methods

Period and people under study
Premature mortality is defined here as death occurring before 75 years. All deaths occurring in the periods 1993-1999 and 2003-2009 (last available years at national level in December 2013), in people aged 1 to 74 years and residing in Belgium were included. Infant deaths are excluded from the study.
Cause of death and population data for Belgium are provided by Statistics Belgium, Directorate in charge of the production of vital statistics at the national level. The causes of death are specified in deaths certificates by a medical doctor; they are subsequently coded according to the ICD rules by trained staff within 2 regional Health Agencies (one for Flanders and Brussels, one for Wallonia), before being pooled at the national level by Statistics Belgium. Regular coordination meetings between the regional and federal levels are organised in order to guarantee consistency in the coding/registration rules.
Deaths and population data for International comparisons: deaths and population data by sex and 5 years age groups for the EU15 countries were extracted from the WHO Mortality Database to compare overall PYLL rates.
Classifications in use: the 9th revision of the International Classification of Disease (ICD-9) was in use until 1997 while the ICD-10 was introduced in 1998 [10, 11] . Causes of deaths were poorly coded (except for neoplasms) in the first 2 years after the adoption of the 10th revision (1998) (1999) ; consequently for those 2 years only overall and cancer mortality will be published. The transition in ICD-classification created also jumps in the subclasses of circulatory diseases; hence those will not be used in the trends analysis. As suicide is often suspected being underreported, several correction methods have been proposed [12] [13] [14] [15] . We will, in addition to the registered suicide data, calculate estimations by using Jougla's method [13] .
Grouping of the causes of death: the causes of death are displayed according to the ICD-chapters. Chapters with less than 200 yearly cases for Belgium are not shown separately. Besides, single causes or group of causes are presented for cancers, circulatory diseases and external causes, as well as for some single causes also relevant for health promotion (chronic liver diseases, COPD). The classification used along with ICD-9 and ICD-10 is summarized in Table 1 .
Indicators: age-standardised death rates (1-74 year) are computed with the direct method [16] . Potential Years of Life Lost (PYLL), at population level, between 1 and 74 years are computed as the summation of the remaining years, had the deceased lived up to 75 years. Individual age at death was used for the computation. The age adjusted PYLL rates per 100.000 are calculated according to the method described by Romeder [5] . Mortality rates and PYLL-rates used for Belgian regional or time-trends comparisons are age-adjusted with the 2000 Belgian population as a standard, while for EU15 comparisons, the European Standard population [17] is used.
Comparisons and statistical analysis
-Cause specific mortality rates were compared between the regions and between EU15 countries with the Rate Ratios of the age-adjusted mortality rates, using the region/country with the lowest rate as reference (Flanders, Sweden Spain). To test for the statistical significance, we first calculated the variance of the age-adjusted rates using a Poisson approximation as [16, 18] :
A z-test [19] was then performed as z = (ASR1-ASR2)/ SQRT (Var (ASR1) + Var(ASR2))
The 95% confidence interval of the age-adjusted rates was also computed for the international rates.
Where ASR = Age Standardized rates; a i = age-specific rates per 100.000 in the age-group i; n i = effectif of the population for the age group i; w i = effectif of the 
Var ASR
standard population for the age group i, var(ASR) = variance of the age-standardized rates. Beside the statistical comparison, the EU countries were ranked by sex based on the burden of overall premature mortality expressed in PYLL; the causes of deaths were also ranked by region in function of their burden expressed in PYLL.
The evolution between the 1st and 4th period is expressed as a relative rate difference (Rate 4th -Rate 1st)/rate 1st; the statistical significance was tested with a z-test calculated the same way as for regional comparisons.
All analyses were performed using SAS 9.3 statistical software.
Results
Overall premature mortality and share of the main categories of causes of death in 2008-9
Among the 207.571 deaths that occurred in Belgium in 2008-2009, we focused here on the 69.571 deaths (33.5% of the total) that were non-infant premature deaths (1-74 yr); the remaining deaths were infant deaths (0.4% of all deaths), and deaths occurring in people aged 75 and over (66.1%). While the total number of deaths is similar in both sexes, the fraction of those deaths that occurs prematurely (as defined here before 75) is much higher in men than in women, representing 42% and 24% of the total deaths respectively.
Belgium ranks 4th worst for premature mortality in males and 3rd worst for females in the EU15 (ranked on PYLL) (Table 2 ) with a quite similar ranking based on rates. Compared to the countries with the lowest rates (Sweden and Spain, respectively for men and women) the premature mortality Rate Ratios for Belgium are 1.31 in men and 1.40 in women. Table 3 displays the age-adjusted death rates (1-74 years), PYLL and share by sex for the main categories of conditions (neoplasms, circulatory diseases, all other natural causes, and external causes) in 2008-9. Male to female ratio is nearly 2 for the overall mortality rates/PYLL, but varies with the specific causes, ranging from 1.6 and 1.3 (as expressed respectively in rates or in PYLL) for neoplasms to 2.6 and 3.0 for external causes.
Neoplasms represent the first group of premature mortality, both in men and women. The next cause depends on the indicator selected: using mortality rates, the mixed group of "all other natural causes" ranks second, followed by circulatory diseases and external causes, the latter representing 13.2% and 9.5% in males and females respectively. However, when using PYLL, external causes represent respectively 28.0% and 17.7% in males and females. This shift is due to the fact that most external causes of death occur in younger people.
Regional differences in overall and cause-specific premature deaths Important regional differences are observed both in overall and in cause-specific premature mortality (Tables 4 and  5 ). Flanders has the lowest overall premature deaths rates in both sexes (409.6 per 100.000 in males and 224.4 per 100.000 in females). Overall rates in Brussels and Wallonia are respectively 20 and 40% higher in men and 20 and 30% higher in women compared to Flanders.
In men, important regional differences are also observed for specific causes: compared to Flanders, Wallonia experiences a 20% excess in cancer death rates (rates ratio = 1.2). Higher death rates are observed in head & neck, lung, liver, pancreas and the miscellaneous other neoplasms, while no regional difference was observed in stomach, colorectal, reproductive organs, haematological and central nervous system cancers. Circulatory diseases present an excess of 30% in Wallonia. The highest excess of death rates (80%) is seen for the miscellaneous group of ' All other natural causes' , in which the excess ranges between 70 and 110%, depending on the specific causes. The group of external causes presents a 50% excess in Wallonia, with 60% in road as well as in non-transport accidents and 40% for reported suicide.
Compared to Flanders, Brussels presents a 10% excess in male cancer premature death rates (1-74 years). Only liver cancer and "miscellaneous other cancer" show a statistically significant excess with respect to Flanders. Deaths from circulatory diseases and all other natural causes are respectively 20% and 60% higher than in Flanders. Among the external causes, death rates from road accidents in Brussels represent half the Flemish rates, while the rates for non-transport accidents is 50% higher. Reported suicide rates are 20% lower than in Flanders. The death rate for external events of undetermined intent is much higher in Brussels than in the other regions.
In women, excess in Brussels and Walloon' s rates are observed for the same natural causes of death as for men, with a slightly smaller magnitude, except for head & neck and lung cancer death rates with a 40% excess over Flanders rates in women (against 20% in men). There is no regional difference in the premature breast, gynaecological, colorectal, haematological and CNS cancer death rate. Among external causes, suicide rate in women is 18% higher in Wallonia than in Flanders (versus 40% higher in men).
Reported and estimated suicide rates
As the categories "event of undetermined intent" (Y10-Y34) and ill-defined and unknown conditions (R96-R99) potentially include suicides, Jougla's correction [13] has been applied to the reported suicide rates; estimated male suicide rates that the ranking would be different based on the indicator used: external causes (suicide, road accident, other accidents) are ranking higher when expressed in PYLL than in rates, while natural causes of deaths (lung cancer, IHD, other circulatory diseases) rank lower. For instance, the suicide rate in men is much lower than the lung cancer rates (respectively 26 and 62 per 100.000), meaning that about 3 times as many men are dying from lung cancer as from suicide. However, in terms of Potential Years of Life lost, suicide ranks first, due to the fact that a great part of the suicides occur in younger people than lung cancer deaths. In men, at Belgian level, suicide, lung cancer, road accident, ischaemic heart diseases and other circulatory diseases deaths rank highest if expressed in PYLL, while suicide and road accidents rank respectively 5th and 12th if expressed in mortality rates.
The ranking is quite similar for Flanders and Wallonia, but differs in Brussels with respect to external causes: reported suicide ranks 3rd and road accident 12th (expressed in PYLL). However, as events of undetermined intent rank much higher in Brussels, an estimated suicide figure was computed, that ranks 2d in Brussels (instead of 3rd) when expressed in PYLL and 6th (instead of 9th) when expressed in rates.
In women, at Belgium level, breast cancer is the leading cause of premature death (expressed in PYLL as well as in rates). It is followed by suicide, lung cancer, other circulatory diseases, diseases of the digestive system. Breast cancer is also the leading cause of death in all 3 regions; it is followed by suicide in Flanders, and by lung cancer in Brussels and Wallonia, where suicide respectively occupies the 4th and 3rd place (ranked on PYLL). After correction, the estimated suicide figure in women ranks 3rd in Brussels (instead of 4th) when expressed in PYLL, and 11th (instead of 15th) if expressed in mortality rates. Tables 8 and 9 details the 5 leading causes of deaths according to age-specific mortality rates within broad agegroups by region.
Leading causes by age-group
Under the age of 40, suicide and accidents rank first in all regions and in both sexes.
Lung cancers and ischemic heart diseases are the main causes in men after 40, while suicide progressively occupies a lower place.
Between 40 and 59 years, breast and lung cancer deaths occupy the first places in women in all regions. In women aged 60-74, the ranking and the specific rates differ considerably between regions: breast cancer ranks first only in Flanders (in term of mortality rates), with slightly higher rates than in the other regions. The other circulatory and respiratory diseases rank first in Wallonia, with much higher mortality rates than in Flanders. Lung cancer deaths mortality rates are considerably higher in Brussels (where it ranks first) and Wallonia than in Flanders. Tables 10 and 11 shows the evolution of the overall and cause specific age-standardised death rates (1-74 years) and PYLL across 4 time periods (separated by 5 years): 1993-1994, 1998-1999, 2003-2004 and 2008-2009 . For the period 1998-1999, only overall and cancer death rates are displayed because of a lack of reliability for the other causes of death.
Evolution over time
Overall premature death rates in men steadily decreased over the 4 time periods (Tables 10 and 11, 5th column), reaching a 29.6% decrease between the first (1993-4) and the 4th period (2008-2009). Mortality rates resulting of natural causes decreased faster (−30.7%) than for external causes (−20.8%). Within the natural causes, circulatory diseases death rates decreased the fastest (−43.4%), followed by the neoplasms (−26.6%) and the other natural causes (−21.0%). The decrease in specific cancer death rates greatly differs by organ: change was the highest for stomach (−48.4%), followed by genital organs (−40.4%) and lung (−34.6%) cancers. Colorectal, head & neck and CNS cancers decrease by more than 20%. Pancreas cancer death rates remain stable. Finally, an increase was observed for liver cancer (+16%). Within the external causes, road accident decreased by 44%; suicide rate slightly decreased (−11%), while the non-transport accident increased (by 10%).
Changes over time are nearly of the same magnitude when expressed in PYLL or in mortality rates. However, for some conditions, the decrease in PYLL was faster than the decrease in rates, meaning that the mortality reduction concerned more younger than older people: this was the case for head & neck and haematological cancers, non-transport accident and event of undetermined intent.
In women also, the overall premature death rates has steadily declined over the 4 time periods, reaching a 22% decrease between the 1st and the 4th period. Rates resulting of natural or external causes declined similarly.
Within the natural causes, circulatory diseases deaths rates decreased much faster (−44.9%) than those due to neoplasms (−13.7%) or to the other natural causes (−9.8%). Among deaths resulting from cancer, the decrease was the fastest for stomach (−39.2%). Colorectal, breast, haematological, gynaecological and CNS decreased by 20-30%. Pancreas cancer death rates remain stable. The most worrying feature is the 50.2% increase in the lung cancer death rate. As in men, liver cancer increased by 16%.
Within the external causes, road accident decreased by 51.9%; the slight changes in suicide rate (−9%) or in non-transport accident (by 5%) are not significant. PYLL decreased faster than mortality rates from breast, gynaecological, haematological, liver and lung cancers, and non-transport accident deaths, suggesting a more favourable evolution in young women. The reverse was seen for stomach cancer deaths.
Discussion
Recently published data on causes of death were used to analyse the burden, the ranking, the regional disparities and the 15 years evolution of premature mortality in Belgium, filling in a 12 years gap in Belgian figures. The addition of the PYLL indicator to the classical ageadjusted mortality rates completes the picture by weighting the burden of each condition with the loss of quantity of life. Ranking the causes of premature death based on PYLL helps setting up priorities for policymakers. However, since ranks are ordinal variables, they provide no quantitative information over the burden of the causes; therefore, one should always consider the value of the PYLL (or of the rates) for a specific cause, above its ranking when setting up priorities or to make regional comparison. There are well-known shortcomings with mortality data: they do not capture morbidity nor quality of life aspects, they rely on death certificate data of which quality is questionable for certain age groups and certain causes, they are coded using a classification which evolves over time. However the advantages of vital statistics are evident: they are routinely available, exhaustive, and they provide information to support health policy. They are of particular interest for planning and evaluating interventions aiming to reduce premature mortality.
Quality of death registration data
Aelvoet and all [20, 21] investigated the quality of the coding of death certificates data in Belgium until 1997. The conclusion was that the quality had appreciably improved since 1993, when the responsibility of the coding became more centralized and was assigned to the regional Health Agencies (currently two: one is coding for Flanders and Brussels, the second is coding for Wallonia). Caution was however recommended for analysing long-time trends and studying older age groups. By restricting the present analysis to data from 1993 to 2009 and by limiting the scope to premature deaths (1-74 years), the more questionable time periods and age groups were avoided.
Despite coordination meetings between the regional and national levels aiming to minimize the variability in regional practices, the coding of death certificates in 2 regional Health Agencies can still result in differences in the implementation of ICD rules. This issue will be discussed along with the interpretation of regional disparities. In 1998 a new model of death certificate was introduced in Belgium: it is conform to the WHO model and is suitable to be filled in by the certifying physician. Hence, less coding errors are to be expected after the running-in period.
The certification of the cause of death by the physician represents a cornerstone in the production of mortality statistics, it is thus important that it achieves a sufficient quality level. It was not the purpose of the present study to focus on the quality of the certification, so the quality evaluation was limited to the calculation of the percentage of imprecise codes, as defined by the WHO [22] . This latter is still representing 12% in 2008-2009 (8% for the age groups <75 years). As a consequence, efforts should still be made to improve the quality of the deaths certificates by insuring continuous training in death certification for the medical doctors and large dissemination of certification guidelines Moreover, regional differences in certification might induce differences in observed rates, For instance, the statement that the category "events of undefined intend" represents a higher rates in Brussels than in Flanders may be considered to be at least partly due to regional difference in the certification rather than in coding procedures, since the death certificates of Flanders and Brussels are coded by the same Regional Authority.
The present study covers 2 versions of the ICD [9, 10] , ICD-10 being implemented in 1998 in Belgium. Janssen and all [23] examined the effect of coding changes within ICD revisions. They evaluated the proportion of discontinuity for the ICD_9 to ICD_10 change to be lower than the former changes, namely 4.6%, and affecting more specifically dementia, other circulatory diseases, symptoms and ill-defined conditions, other diseases (than those specifically studied), and falls. Specific cancers deaths were hardly affected by those changes.
After evaluation of the data used in the present study, it was decided not to publish the 1998-9 cause specific results, except for neoplasms, because of instability in coding practices. We noticed a substantial improvement after year 2000, partly due to the use of automated coding programs. During the analysis inconsistencies were detected in time series and in regional patterns of mental and neurological diseases (data not shown). This is due to the fact that the codes used for dementia (mainly F01, F03 and G30), are dispersed across 2 different chapters of the ICD. The choice of a specific dementia code relies both on the diagnosis reported (by the physician who completes the death certificate) and on the coding rules of the Regional Agency, and has some impact on the death rate for each of those disease groups. The specific study of dementia pattern was out of the scope of this paper, so that it was decided to pool the chapters about mental and neurological diseases together.
The PYLL indicator
The ranking of the conditions depends on the choice of the indicator. The PYLL indicator emphasizes causes of death occurring at younger ages (mainly external causes) and is generally considered more appropriate to study the burden of premature death and to help setting up priorities. Depending on the focus of the study, various age limits have been used to calculate the PYLL indicator [1] [2] [3] [4] [5] 24] , leading to different rankings of the causes of death. For instance studies focusing on productivity losses only include productive ages, mainly 20-65 years, while in studies of premature deaths the upper cut-off ranges from 65 to the age corresponding to life expectancy, with inclusion or not of infant deaths.
In the current study the upper cut-off was set at 75 years for two reasons: reported conditions for deaths occurring after 75 years are generally less reliable because of more frequent competing causes of death in older people; moreover the choice of a 75 year upper- Age specific rate per 100.000.
limit is consistent with the recent definition of avoidable mortality [25] . The inclusion of infant deaths is also a matter of debate. They have been excluded from the present study, as recommended by Romeder [5] , because infant mortality is due to causes that are very specific to this age group. Moreover, the weight given to infant deaths account for almost 75 years in the computed PYLL, which is probably an overestimation of the societal weight of those deaths in comparison of a death occurring in young adulthood. Finally, more appropriate indicators exist that specifically address death in this particular age group.
Interpretation of findings
Compared to the other EU15 countries, overall premature deaths rates and PYLL are quite high in Belgium. This comparison with similar countries highlights potential gains in life expectancy.
The male to female premature mortality ratio [2] is much higher than the one observed in all age mortality (1.6), suggesting that premature mortality contributes more to the gender difference in life expectancy than mortality at older ages.
Among men, the leading causes of premature deaths ranked according to PYLL are suicide, lung cancer, road accident, ischemic heart disease and other circulatory disease. Among women, breast cancer still occupies the top position, followed by suicide, lung cancer, other circulatory diseases, and digestive diseases (more than half of this latter being due to chronic liver disease). It is noteworthy that almost all of those causes are also considered as "avoidable death", meaning sensitive either to the health system or to public health interventions. There is room for improvement by further reducing those avoidable deaths.
Regional differences
The ranking of causes of deaths is roughly the same for Flanders and Wallonia, but differs somehow in Brussels, where road accidents rank much lower than in the other regions; suicide in men also occupies a lower place than in the other regions. Regional disparities in overall and cause specific mortality for all ages [6, 9, 26, 27] , in premature mortality [8] and in avoidable mortality [28, 29] have been documented in the past (until 1997). Since World War II, Wallonia always experienced a clear disadvantage in male mortality, mostly due to deaths related to circulatory diseases, neoplasms, respiratory diseases, chronic liver diseases, external causes and infectious diseases. At the contrary to our finding, in the older studies, stomach cancers were higher in Flanders than in the two other regions [7] and most of the other natural causes didn't show significant differences.
The present work updates, at the hand of the newly available vital statistics, the information about the regional disparities in overall and cause specific premature mortality. An important Walloon excess in male overall premature mortality as compared to the Flemish rates (Rate ratio: 1.4) is still observed, for the same specific causes as in previous studies. It is noteworthy that the Age specific rate per 100.000. Wallonia-to-Flanders rate ratio for premature death is much higher than the rate ratio for all ages mortality, which is only 1.2 in 2009 (source = spma https://s9xjb. wiv-isp.be/SASStoredProcess/guest?_program=/SPMA/ SP/allcaus). Again, those large regional disparities highlight the possible room for improvement. Such regional disparities could be explained by differences in the socio-economic context, in health policies and to some extent in health care practices, by environmental factors and cultural differences in health behaviour. The socio-economic context is worse in Wallonia than in Flanders; however, an analysis of the other factors and particularly an evaluation of the health policies could highlight some causes of the observed differencesthat could be vulnerable to policy interventions. The present study also yielded some new findings, e.g. the former regional difference in stomach cancer mortality (with Flanders at a disadvantage) has totally disappeared, probably because of a change in the way of conserving food. Beside this, a 80-100% excess was observed in Wallonia as compared to Flanders for many natural causes (grouped into ICD chapter, namely mental and neurological, digestive, endocrine diseases). This had never been described before: at the contrary, Van Houte-Minet [6] explicitly mentioned that no significant regional difference was observed for those specific causes during the period 1970-72. Other previous studies did not specifically examine regional disparities for those causes.
Men in Brussels experience a premature mortality rate intermediate between the Flemish and Walloon rates, with a main Brussels-to-Flanders excess in the group of "other natural causes" (+60%), then in the circulatory diseases (+20%), and cancers (10%). While no Brussels-to-Flanders difference is observed in the overall rate of external causes, large differences are observed in the specific external causes of deaths: for evident reasons, the road accidents rate is much lower than in the other regions. The suicide rate, even after the Jougla's correction, is lower in Brussels than in the other regions and no clear explanation for this could be found. It is noteworthy that the category of nontransport accident (in our classification: fall, poisoning and environmental accidents) is higher than in the other regions, which should be further explored: there are possibly more infrastructure problems in housing in big towns, however suicide declared as accidental poisoning cannot be excluded. The unexplained high rate of events of undetermined intent in Brussels requires caution in the interpretation of specified external causes.
Among women, the overall Wallonia to Flanders rate ratio for premature death is slightly less pronounced than in men (RR = 1.3). The RR for cancer is only 1.1 (10% excess); this is mainly attributable to smoking related cancers, namely head & neck and lung cancers in which the Walloon excess reaches 40%. Rate ratios in other causes show the same pattern as in men.
As it was the case for men, premature mortality rates for women in Brussels are in between those of Flanders and Wallonia, both for overall mortality and for natural cause mortality. For external causes, a similar pattern is observed as in men, with a lower rate of road accidents and suicide, and a higher rate of non-transport accident.
Although coding was processed in two separate health agencies, it is unlikely that this could explain much of the observed regional differences. The difference in overall mortality is anyway not related to different coding rules. Second, as the category "symptoms and ill-defined causes" represents a higher proportion of deaths in Wallonia (2.6% in 2008-9) than in Flanders (1.7%) and is almost the same as in Brussels (2.5%), any reclassification of poorly into better-defined chapters would result in an increase of specific death rates, that would be larger in Wallonia than in Flanders, still accentuating the regional differences. Finally, differences at highly aggregated levels, such as head of ICD chapters, could hardly be due to variations in coding practices. This was only the case for mental and neurological diseases, a problem that was solved by pooling the categories.
Only a few of single causes have been studied in detail, namely the cancers, circulatory diseases, COPD, chronic liver diseases and external causes. The coding of cancer type is unlikely to be subject to regional differences; regional differences in COPD and chronic liver diseases deaths have since long been documented and explained by life styles and working environment differences. However, a regional coding bias is not excluded for specific circulatory diseases, so that it is preferable to only compare the pooled category of circulatory diseases.
The category external causes is also prone to create differences in coding and should be examined with caution. A clear regional bias is observed for the category "event of undetermined intent", which is much higher in Brussels. Technics of correcting for not-at-random missing values could be used to further explore the apparent differences in external deaths.
Measuring changes in the magnitude of the regional disparities over time was out of the scope of this study, and methodological differences between previous studies and this one ask for more in depth research.
Evolution of the national rates over time
Among men, a substantial decrease is observed in death rates due to road accidents, probably as a result of drastic measures in the road security policy. Regarding death related to tobacco use, a major decrease is observed in circulatory diseases, larger than the one observed for head & neck and lung cancer. This discrepancy may suggest the influence of additional factors as changes in diet, prevention and medical treatment of hypertension. Despite the progress observed in the last decade, road accidents, lung cancers and circulatory diseases remain the main causes of potential years of life lost, and policymakers should pursue efforts to further reduce them.
The important decrease in stomach cancer likely results from a change in the methods of food preservation, leading to a reduction in salt consumption. The reduction in haematological and reproductive organ cancer death rates is possibly due to improvement of chemotherapy schemes.
Suicide has hardly declined and is nowadays the main cause of premature deaths in men at national level, when measured in PYLL; moreover, if the correction for underreporting is applied, suicide far exceeds all other single causes of death in men, except in Brussels.
The slight increase of liver cancer mortality should be further explored; this could result from a change in reporting, but increased viral hepatitis or alcohol consumption could also play a role.
The stability in non-transport accidents (fall, poisoning, environment) deaths should be checked, as it has been reported that the change in ICD version impact the way of coding for those specific causes [23] .
Among women, the 15 years decrease in overall mortality is slightly lower than in men (22% decrease in mortality rates). Already lower mortality rates are probably harder to improve. However, attention should be paid to the fact that the decrease in cancer rates (−14%) is much slower than in circulatory diseases (−45%), and slower than in men (−27%). The 50% increase in lung cancer rates and the stability in head & neck cancer rates are responsible for this slower evolution. The smoking behaviour of the women could potentially explain this evolution. As in men, the discrepancy between the evolution in lung cancer and in circulatory diseases mortality suggest that smoking is not the only factor influencing the latter rate.
Conclusion
An impressive improvement in premature mortality over the last 15 years has contributed to an increase in life expectancy. Our study shows that mortality declined for most causes, but the 50% increase in female lung cancer mortality is an alarming evolution. The comparison with EU15 countries proofs that there is room for improvement. This is even more the case for the Walloon region with distinct higher overall and cause specific mortality. Even if the less favourable socio-economic context in Wallonia certainly contributes to these differences, an in-depth evaluation of health policies and health system performance would give some insights to the roots of the regional disparities and contribute to improve the situation.
